Background Although frail older people can be more reluctant to become involved in clinical decision making, they do want professionals to take their concerns and wishes into account. Discussing goals can help professionals to achieve this.
Introduction
Over the last decade, patients have been increasingly encouraged to become involved in clinical decision making, for several reasons. 1 First, patients simply are involved, as they decide on a daily basis whether they will follow the advice or prescriptions given by professionals. 2 Second, patient involvement is valued for moral and ethical reasons as it improves autonomy. 3 And last, previous research has shown that patient involvement can lead to improved patient outcomes. 4 Despite the benefits of increased patient involvement, frail older people appear to be more reluctant to become involved in clinical decision making, as they are more likely to want their physician to decide, 5, 6 which may present a challenge to health-care and welfare professionals.
While not all frail older people want to be involved in the actual decision making, most do want professionals to take their concerns and wishes into account when making decisions. 1 Discussing goals with frail older people may help professionals to achieve this, as knowledge of the goals a particular frail older person has can guide subsequent clinical decisions. However, professionals often refrain from discussing goals with their older patients due to time constraints, and the incorrect assumptions that older patients are not interested in discussing goals and that all older patients have the same goals. 7 Few studies have described successfully determining goals with (frail) older people. Glazier et al. 8 described determining goals with inpatients of a geriatric rehabilitation unit using a standardized goal menu, which took between 10 and 25 min to complete. Bradley et al. 9 described determining goals with outpatients of a geriatric assessment centre by asking them to describe their goals in six pre-specified domains; the time required for these discussions was not reported. However, to our knowledge, no methods for determining goals with frail older people in primary care have been described, while in fact many clinical decisions are made in this setting. Therefore, we developed a structured two-step method for discussing goals with frail older people in primary care, in order to increase their involvement in decision making. This study aimed to describe the method's development and to evaluate its use and primary care professionals' first experiences with the method.
Methods

Development
The development of the method for discussing goals was an important aspect of a larger project, which aims to facilitate the involvement of community-dwelling frail older people and informal caregivers 10 in their own care, and to improve collaboration among primary care professionals by means of a multidisciplinary shared electronic health record, the Health and Welfare Information Portal (ZWIP). 11, 12 Development of the method started with a literature search on PubMed for methods used to discuss goals with older people. Search terms included (collaborative) goal setting and action planning. 8, 9, 13, 14 In addition, we studied the main theories underlying goal setting, that is, social cognitive theory 15 and goal-setting theory, which states that people setting difficult, specific goals are more likely to achieve these goals than those who are merely asked to do their best. 16 Further, the method was built on previous experiences of members of the research team with determining goals with frail older people. 17 The developed method was then reviewed by a group of primary care professionals and geriatricians (n = 8), and adjustments were made according to their comments.
As a first step of the method, frail older people are asked an open-ended question derived from the Elderly Assessment System (EASYcare) 18 : If there is one thing we can do for you to improve your situation, what would you like? However, in a previous study, not all frail older persons had been able to describe a goal in response to this question. 17 Therefore, for people who were not able to formulate a goal in the first step, an agenda-setting chart or bubble diagram [19] [20] [21] was added as a second step, to increase the likelihood of successfully elaborating goals. This diagram gives an overview of several broader subject categories in which the frail older person may have a goal and includes empty bubbles in which the frail older person can fill out his or her own goal. The diagram can be left for review by the frail older person. The diagram used was an adaptation of the American Medical Association's bubble diagram for older people 21 in which we changed some items and added new items, to make it both more in line with goals previously mentioned by frail older people 17 and less focused on behaviour change, as behaviour change was not the primary aim of the method. The final diagram is provided in Fig. 1 .
Implementation
As the goal-setting method was part of a larger project, it followed its implementation. The project started from September 2010 in the area of seven general medical practices in the Netherlands. Nurses and gerontological social workers screened selected patients of these practices of ≥70 years for frailty during a home visit. Frailty was defined as 'experiencing losses in one or more domains of human functioning (physical, psychological, social) as a result of the influence of a range of variables, which increases the risk of adverse outcomes', 22 and it was operationalized using a two-step identification method (EASYcare-TOS). 23 This screening, which was preferably conducted with the informal caregiver present, addressed topics concerning health, functioning and well-being, and took about 45 min. At the end of the screening, persons were asked for their goals with the open-ended question (Step 1). When they could not think of a goal, the bubble diagram was left for review by the frail older person and informal caregiver, as discussing the diagram with an informal caregiver might assist the frail older persons in formulating a goal. For frail older persons, a second home visit followed within 2 months, in which, among other things, the reviewed bubble diagram was discussed with the frail older person to establish whether the frail older person had a goal (Step 2). If goals were formulated, they were handed over to an appropriate professional (e.g. a physical therapist for goals related to mobility). Depending on whether the formulated goal was suitable for this, this professional then assisted the frail older person in designing an action plan that specified which actions the frail older person would undertake as a first step towards achieving the goal; this professional also provided follow-up for this action plan. 24, 25 The goals and action plans were recorded in the project's multidisciplinary shared electronic health record by the nurse or gerontological social worker, to make them available for all professionals involved. In this record, each goal was classified by the nurse or gerontological social worker according to the taxonomy for goals as developed by Bogardus et al. 26 that is, by domain, specificity, timeframe and level of challenge. Professionals were trained in using the method for discussing goals by means of roleplay and group-discussions during the project's educational meetings. Further, an experienced practice nurse coached them in using the method during their first visits to frail older persons.
Evaluation
The evaluation consisted of two components. First, we surveyed the characteristics of the goals recorded, that is, the goals' health or welfare domain, specificity, timeframe and level of challenge. These data were extracted from the project's multidisciplinary shared electronic health record. To ensure unity of classification, goals classified by professionals were reclassified on goal domain and specificity by two of the researchers (SR and MP). Second, experiences with the method were studied by inviting nurses or social workers who had worked with the method to fill out an online questionnaire, which included items concerning estimated time spent on elaborating goals, whether or not they had succeeded in determining goals, reasons for not being able to formulate goals with the frail older person (more than one answer was allowed) and the perceived value of the method. Nurses and social workers who did not respond to the online questionnaire were sent one reminder. All data were analyzed using descriptive statistics.
The study was reviewed by our local ethics committee that stated that no formal approval was required.
Results
Goals of community-dwelling frail older people
Information concerning goals was electronically recorded for 139 participants (50.7% of the 274 frail older people included in the study). We had no access to data that were recorded otherwise. Of these participants, 87 (63.5%) were female. Their mean age was 80.8 (SD 5.6) years. Two participants said they did not have any goal; the remaining 137 participants mentioned a total of 173 goals. The number of goals mentioned by a participant varied between one (n = 109; 79.6%), two (n = 22; 16.1%), three (n = 4; 2.9%) and four (n = 2; 1.5%).
The most frequently mentioned goals concerned the domains of mobility (n = 43; 24.9%), well-being (n = 52; 30.1%) and social context (n = 57; 32.9%). An overview of the distribution of goals over the domains, including some illustrative examples, is provided in Table 1 . Goals varied in their specificity: 100 goals (57.8%) were global, 42 (24.3%) goals were moderately specific and 31 (17.9%) goals were specific. Further, goals differed in their timeframe: 94 (54.3%) were goals that should be reached immediately, 28 (16.2%) were short-term goals and 51 (29.5%) were longterm goals. Professionals considered 57 (32.9%) of the goals difficult to achieve for the frail older person, 14 (8.1%) were considered easy to achieve and 102 (59.0%) were considered challenging but feasible to achieve.
Experiences of professionals
Participants
Of the 25 professionals who had worked with the goal-setting method, 18 (72.0%) filled out the questionnaire. All 18 (100%) were female, and their average age was 45.3 years (SD 8.5). Their occupations varied: 3 (16.7%) were practice nurses, 5 (27.8%) were district nurses, 4 (22.2%) were other nurses, 2 (11.1%) were gerontological social workers and 4 (22.2%) had other occupations. They had a mean 11.8 (SD 9.4) years of working experience. Most professionals (11; 61.1%) had used the method for goal setting with 1-5 frail older persons: 5 (27.8%) had used the method with 5-20 frail older persons and 2 (11.1%) had used the method with ≥ 20 frail older persons.
Experiences of professionals with the method
When describing how often goals were formulated by frail older people during the first step of the method, 3 (16.7%) professionals had always or often formulated a goal, 6 (33.3%) said they had sometimes formulated a goal and 9 (50.0%) said they had rarely formulated a goal during the first step of the method. After completing both steps of the method, 8 (47.1%) professionals (n = 17) had always or often formulated a goal with the frail older person, 4 (23.5%) had sometimes formulated a goal and 5 (29.4%) had rarely formulated a goal. The most frequent reasons for not formulating a goal with the frail older person, as described by professionals (n = 18), were as fol-lows: the frail older person not having a goal because of being comfortable with the current situation (n = 14, 77.8%), the frail older person not being used to discussing goals (n = 9, 50.0%), the frail older person not being able to formulate a goal due to cognitive problems (n = 7, 38.9%), the frail older person not understanding the questions (n = 6, 33.3%) and the professional not asking the frail older person for a goal due to being worried that the other questions asked had already been too overwhelming (n = 5, 27.8%). Most professionals agreed with the statement that the method for determining goals helped them to provide better care to frail older people (n = 14, 77.8%) and to put their wishes first (n = 15, 88.3%). Sixteen (88.9%) agreed that discussing goals with frail older persons was useful, and 17 (94.4%) agreed that even when the method did not result in concrete goals, it had improved their knowledge about what a particular frail older person values. One-third (n = 6, 33.3%) agreed with the statement that the method was too time-consuming (Table 2 ).
Discussion
This study has shown that this two-step method for discussing goals has the potential to assist professionals in determining goals with frail older people. Goals elicited from frail older people most frequently concerned mobility, well-being and social context, which corresponds with the results of previous studies. 9, 13, 17 As a result, engaging in goal discussions with frail older people may enable professionals to focus their interventions somewhat more on well-being and functioning. Further, most of the goals mentioned by frail older participants were either global or moderately specific. However, whereas goals intended for behavioural change need to be specific in order to make them into an action plan, 16 goals intended to guide clinical decision making can give direction to care or treatment decisions even when they are less specific. For example, knowing that a frail older person values his or her independence above all can help to decide against a treatment that will result in only a modest improvement in health or survival but in a severe deterioration in mobility or functioning. Last, about one-third of the goals mentioned was considered difficult to achieve for the frail older person. For such goals, it is important that the professional either discusses with the frail older persons what the main motivation behind the goal is and whether this can be achieved in a different manner, or sets another, more achievable goal with the frail older person.
Professionals who had worked with the method were generally positive, as they felt that it had improved their knowledge about what the frail older person valued, even when the method did not result in the frail older person articulating a goal. They considered the second step of the method, the bubble diagram, a useful addition to the open-ended question. However, they did describe several barriers to determining goals with frail older people. These included factors related to the frail older person, that is, having cognitive problems, not being used to discussing goals or being overwhelmed by questions previously asked and factors related to the professional, as one-third considered the method too time-consuming. These findings agree with the barriers for discussing goals with older people that were found in previous studies. 7, 27 However, when considering these barriers, it is important to realize that our study aimed to describe the first experiences with the method and that most professionals had only determined goals with a limited number of frail older persons. Those who had determined goals with ≥20 frail older persons reported that they often or always determined a goal with the frail older person. Therefore, it is likely that when professionals gain more experience with the method, they will be better equipped to overcome some of the barriers found. In addition, goal discussions may become less time-consuming when professionals gain more experience. A potential strategy that could overcome time constraints is providing financial compensation for discussing goals.
The study had some weaknesses that need to be discussed. First, professionals did not always fill out the electronic goal setting form for their frail older persons. As a result, the total number of goals may be underestimated; however that did not influence our data on the experiences of professionals. Second, in this study, the goal-setting method was sometimes used by professionals who were not involved in the everyday care of the frail older person. As a previous study found that not knowing professionals well enough is an important barrier for older people to engage in goal discussions, 7 this may have resulted in frail older people being less motivated to formulate goals.
Considering professionals' generally positive experiences with the method as well as the barriers and limitations found, several recommendations can be made for incorporating the method for discussing goals in clinical practice. The method should be used by professionals who have a continuing relationship with the frail older person. Ideally, they would use the first step of the method at the end of a consultation in which they have discussed a variety of aspects of the frail older person's health, functioning and social context. Frail older persons who are not able to answer the open-ended question should then receive the bubble diagram; the results of this can be discussed during a new consultation. When using the method, professionals should be aware that, although cognitive problems were a reason for not determining goals in this study, professionals should not interpret this as a reason for not engaging in goal discussions with frail older people with cognitive problems, because, as was pointed out by professionals in this study, the process of discussing goals is valuable in itself, and previous studies have shown that many frail older people with cognitive problems are able to formulate a goal. 9, 17 Last, professionals should realize that determining a goal is not an end in itself. What matters most is how professionals, frail older people and informal caregivers incorporate these goals in decision making. Future studies will have to show whether frail older people and informal caregivers do indeed experience more involvement in decision making as a result of the method.
Conclusions
This study has shown that a structured twostep method for goal setting can assist professionals in determining goals with frail older people and can help professionals to gain insight into what a frail older person values most, even when the frail older person is not able to actually describe a goal. This knowledge has the potential to guide professionals, and possibly frail older people, in choosing the most appropriate treatment or care option, thereby increasing frail older people's involvement in decision making.
